LAC+USC HEATHCARE NETWORK
DIVISION OF CARDIOVASCULAR MEDICINE

Transthoracic ECHOCARDIOGRAM Referral Worksheet

Attn:>>>>Completed forms will expedite processing. Thank-Yen*

Request Date:

PATIENT Name:

DORB:

MRUN: Height

¥ Weight: Ibs

PATIENT ADDRESS

PATIENT CONTACT PHONE #_ ( )

Clinic Name/Location :

Ordering Physician Name:

Pager

(Required)

Referral Coordinator:

Phone#/Pager

INDICATIONS/REASON FOR EXAM.

ULeft Ventricular Function
[JRegional Wall Motion Abnormality
[1Evaluation of Murmur
[JPericardial Effusion

OPericardial Effusion-Constrictive

LJLA Thrombus LV Thrombus
[J Aortic Dissection

(J Endocarditis/Vegetations
DInteratrial shunt

UIntraventricular Shunt

UTamponade Physiology DRight Ventricular Function

U valve Dysfunction [ !Pulmenary Hypertension

[IProsthetic Valve: Model & Size Year Implanted

REQUIRED
[]Other Indication
Limited free text available

ISOLATION TYPE: AIRBORN CONTACT DROPLET NONE PROTECTIVE
>>>>>REASON FOR ISOLATION:
HISTORY: '

OTobacco UHypertension U Hyperlipidemia [piabetes

[JcaBG CIms Ocap UChest Pain
UMurmur Jvalve Disease U} Positive Blood Culture U Prosthetic Valve (see above)
(JDbyspuea LU CHF D A-Fib/lutter {JCardiomyopathy
[INone

Do Not make boxes-above items are cardiac refated

>»>*INCOMPLETE S

Ordering Physician’s Signature

ANNOT BE PROCESSED-COMPLETE

FIELDS<<<
Date

(Rev. 4/30/06 LH}




